
ACTON BOARD OF HEALTH

Douglas Halley
Health Director

472 Main Street
Acton, MA 01720

Telephone 978-929-6632
Fax 978-929-6840

TO: Board of Health

July 5, 2012

FROM: Sheryl Ball J,f

RE: Body Art Practitioner Recommendation

The Health Department is in receipt of an application for a body art practitioner from
Daniel Brown. Mr. Brown will be working at the Kings Ink located at 136 Main Street,
Acton. Mr. Brown has submitted all necessary paperwork and this department
recommends approval of this request.
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TOWN OF ACTON
Health Department

472 Main Street
Acton, Massachusetts, 01720
Telephone (978) 264-9634

Fax (978) 264-9630

Fee $165

/
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Application
Body Art Practitioner

Name:

Date of Birth:

Address:

\AjJiEL ‘C4pJ

\c
coL PAW \ cJ3SEi jvA L.j 7 Lj

Mailing Address if different:

____________________________

Phone Number:

_____________________

Training: 9 J ç#

A;c c4 ccs . \ciiovj

CCWflçy

Aii-o kJ

Education: Please attach any diplomas or certifications Akov-,

Places of Employment as a Practitioner: Please include copies of other licenses if within MA

uc L4TTcc

.tnHave you ever been convicted of a felony?

Name of intended business:

Other practitioners working on site:

In addition, the applicant shall provide the following:
• Certification from physician that applicant is free of communicable disease.
• Documentation that training has been received as required in Article 17-10 (E)
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Ayer Board of Health
1 Main Street

Ayer, Ma 01432

Number 005 Fee $175.00

This is to certify that: Dan Brown
Located at: 32 Main Street — Trophy Life

IS HERBY GRANTED A PERMIT
AS A TATTOO ART PRACTICIONER

The permit is granted in conformity with the Tattoo regulations/ordinances

relating thereto, and March 15, 2013, unless sooner suspended or revoked.

Date of Issue: March 15, 2012

Marilyn McMillian Ayer Board
Margaret Kidder of
Mary Spinner Health
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0 This recognizes that
Daniel Brown

has comoleted the requirements for
CPR-Adult

conducted by
CMC - Leominster,MA

Date completed: 06/012011
The American Red cross recognizes

this certificate is valid from
completion date for: 2 Years

This recognizes that
Daniel Brown

has completed the requirements for
AED-Adult

conducted by
CMC - Leominster, MA

Date completed: 06/01/2011
The American Red Cross recognizes

this certificate is valid from
completion date for: 2 Years
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HAWTHORNE BROOK &IEDDLE SCHOOL
64 Brookline. Road

Townsend, MA 01469
Phone: (978) 597-69 141 Fax: (978) 597-5261

TO: Parents! Guardians of Grade 6 Students

FROM: Erin Butler,.RN, School Nurse

DATE: June 9, 2000

RE: Grade 7 Immunization Requirements for Entrance
Student_f p i

_______

Having just completed the Hepatitis B series through our school clinic, your child’s
immullmttnn.. stali is is çjdJkw:

_____

Immunizations are up-to-date and your child has met the grade 7 requirements for
entrance.

_____

Your child continues to need the following immunization information prior to
grade 7 entrance:

1
— a t.%....s.. fl V %4* a%,%S. ,.Jk .n.oL ttLs%fl3

reliable history of chickenpox disease.

_____

2 dose ofMeasles vaccine usually given
as MMR.

_____

I booster dose of Td if it is 5 years since
the last dose.

-Last dose on record: L q L

Please contact your child’s physician as soon as possible to update his/her
immunizations. Immunization updates and physician certified proof of chicken pox
should be sent to the Nurse’s Office at the school as soon as available. Students who do
not have their immunizations complete before September 15, 2000 wifi be excluded
from school. Please do not hesitate to contact me with any questions at 597-6914.

Sincerely,

Erin Butler, RN
School Nurse



Hawthorne Brook Middle School
NORTH MIDDLESEX REGkONAL SCOOL DISTRICT64 BROOKLINE ROAD TOWfSENO MASSACHUSETS 01469

(978) 597-6914 AX 978 97-5261

IMMUNIZATION PERMISSION FORM
1 i nI give my permission for my child

, to receive the hepatit.s Bvaccine at no charge at school. I understand that my clld will receive the vaccine in three doses over ato six month pehod.

Please answer the following:

My child has allergies. Yes 0
If yes, my child is allergic to:

_____

Please check the following statement if you want a copy of this record sent to your private provider./
‘0 I want my child’s immunization record of vaccine administered at school. sent to his/her doctor:

Name of Doctor: i. i
Address: 1_4J ‘±.

-±
—.- _; . ,j. iCLL:IriI4I. 1iit

Information About Person to Receive Vaccine: Please PrintI have been given a copy and read or have had explained to me the information about Hepatitis B, HepattsB immune globulin, and Hepatitis B vaccine. I have had a chance to ask questions which were answered tomy satisfaction. I believe I understand the benefits and risks of Hepatitis B immune globulin and the HepatitisB vaccine and request that these be given to the person named below for whom I am authorized to make thisrequest.
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